Organisations can absorb successfully only a few fundamental innovations within a short period of time. It is therefore important for the designers of innovations to ensure that they directly and substantially contribute to solving important problems, and for agencies to concentrate their innovative activity on those that do so contribute. The first aim of this paper is to analyse the policy context so as to clarify the nature of the problems that make innovation in the care of the elderly imperative and show how features of the Community Care Project contribute to their solution. The second aim is to provide some preliminary evidence of the success of the scheme. The analysis of data fpr seventy persons in the experimental and control groups shows that the experimental group fared better in a number of important ways; and that the gains appear to have been made at no extra cost to the social services department. Therefore, it is concluded, the adoption of the scheme may contribute to the technical progress needed in the provision of social service to the elderly with needs at or above the margin for residential care.
Organisations can absorb successfully only a few fundamental innovations within a short period of time. It is therefore important for the designers of innovations to ensure that they directly and substantially contribute to solving important problems, and for agencies to concentrate their innovative activity on those that do so contribute.
It has become clear that we shall not be able to cope with the increasing and changing needs of the elderly using the same mix of services as we have during the early 1970s. Need is growing faster than resources, and the pattern of need is itself changing. The services created during the last two decades are not only likely to become increasingly strained, but also less relevant to needs and demands. No less than a technical breakthrough is required in our ways of coping with problems, particularly the problem of frail elderly who in the early 1970s would have been likely to be admitted to a residential home or a hospital. The Community Care Project, a collaborative venture between Kent County Council and the Personal Social Services Research Unit at the University of Kent was designed so as to make possible the more effective care in their own homes of frail elderly persons requiring residential care or even more intensive provision.
1 Its design was a conscious reaction to an analysis of the problems emerging in the present pattern of services and embodied in it was a rigorous evaluation which would clearly show whether or not it had achieved the breakthrough necessary.
THE POLICY PROBLEM AND THE DESIGN OF THE SCHEME
The growth in the number of old people in the age groups most at risk of needing personal care is expected to be no greater over the period between 1971 and 1991 than between 1951 and 1971. However, the scale of the increase in resources during the last twenty years is unlikely to be equalled. Perhaps the main feature of the growth in provision between 1961 and 1971 was the increase in numbers in residential homes. Between 1951 and 1971, the number of aged residents in care trebled. For every person aged eighty and over in residential homes in 1951, there were more than five such people by 1971. This increasing importance of the institution, particularly the residential home, was achieved by a vast increase in resources, but continued growth on this scale is not likely to be achieved because of the rapidity in the rise of unit costs in institutions; gross unit costs of old people in homes have risen by two-fifths between 1970 and 1975, and net unit costs by three-fifths. Despite the vast increase in the consumption of resources, the system was clearly not coping well by the mid-1970s. For instance, the obverse of the increasing frailty of admissions to homes is the high probability of relatively frail old people having to cope in the community. It is clear that although the average age of the elderly population had declined between 1962 and 1976, an absolutely larger number and a higher proportion of the elderly living in private households were moderately or severely incapacitated at the later date (Bebbington 2 ). Higher proportions of those living alone were very old and incapacitated, higher proportions lacking relatives lived alone, and lower proportions of those with relatives saw them regularly. The expenditure forecasts contained in the DHSS policy statement Priorities for Health and Social Services 1 allowed for an increase in the number of places lower than that of the elderly population, but data about local authorities' plans show that these levels of increase in provision are not being attained. The relative contribution of the residential home must Downloaded from https://academic.oup.com/bjsw/article-abstract/10/1/1/1676673 by guest on 31 January 2020 therefore be expected to fall dramatically during the next few years, placing far greater strain on domiciliary support than in the past.
There is a real danger that existing domiciliary services will be unable to meet these rising needs. Some of the most important needs are for a variety of types of service available not just during office hours, but early in the morning, late at night, or at weekends; this includes transport and such personal care tasks as toileting, help with getting in and out of bed, and dressing. The home help service often does not perform the tasks required, finds difficult and expensive the provision of care out of office hours, and lacks the management structure and personnel to secure the rapid and flexible redeployment of resources for the care of the most vulnerable elderly. Increased frailty and diminished resources of informal support among the jnost vulnerable are not the only source of changing needs. Another is that problems created by bad housing may be diminishing in importance in relation to those caused by physical frailty (Hunt 4 ). Moreover, the mismatch between needs and what is supplied is increasingly likely to be reflected in consumer dissatisfaction. The new old will have greater self-confidence in the criticisms they make of services, and will be a more coherent political constituency (Abrams 5 ). Already there are developing powerful national pressure groups to represent their interests.
The need for a new approach is evident from this analysis of the problems. What must be its important elements? A new approach must achieve care at a lower average cost for each person helped and it must do so in a way that satisfies the old person better. The reduction of cost demands a technological breakthrough. It has recently been made clear that a vital pre-requisite for cost-effectiveness in the support services provided by the social services is that they should interweave with existing carers rather than undermine or replace them. Too often the introduction of domiciliary support has led to the replacement of caring by others. It need not work in this way. For instance, it can share a part of the burden that would otherwise break the will, if not.the health.of a helper. Therefore, the introduction of a service can make continuation of informal care more likely. However, a high proportion of the most vulnerable elderly lack informal help which can be supported. It is therefore important to investigate how far social workers can so operate that they virtually create informal care which is sufficiently satisfying to the helper that she is willing to undertake it more for its intrinsic satisfaction than for the material reward. A scheme that could accomplish this for even a proportion of the most vulnerable elderly could lead to a substantial stretching of scarce resources; and since such helping relationships are characterised by warmth and personal interest, they can enhance the morale of the recipient and so his determination to continue to lead an independent life.
Qearly the requirement is an individualised response to personal circum- ), usually undertaken with very little expectation of positive change (Goldberg et al. 8 ). If the response to need is a procedurally dominated one of service allocation and rationing, then the substantive ends of intervention can become separated from the form of service delivery. The question becomes 'how much of a given service should be received?' and not 'how can the client's quality of life be improved?' An imaginative use of resources in ways tailored to suit individual needs involves choosing among different means of promoting well-being, a process requiring both higher calibre staff input and the development of more flexible modes of working.
A delicate balance has to be struck between the organisational need for procedures which ensure accountability and the freedom for more flexible response. A new way of organising and managing support systems requires the agency to think clearly about what is the essential minimum of general policy, control, and information for political accountability. Having done so, it must so adapt the formal organisation and actually behave in a way which would allow decision-makers to learn from their initiatives.
It is being increasingly appreciated that social services must respond more to varying local circumstances-variations in needs, in the characteristics of other services, and in the area's potential for mobilising community resources. All these characteristics have been designed into the Community Care Project.
THE PRINCIPLES OF THE SCHEME
The essence of the Kent Community Care Project lies in the attempt to mobilise, or indeed, generate extra help in the community to meet adequately the needs of some of the vulnerable elderly clients requiring residential accommodation.
Prior to the commencement of work in the field a pre-implementation period of careful planning at the University was undertaken in which implementors, evaluators and the immediate social services management participated. One task of this period was the examination of the problems of denning clearly the ends of intervention, exploring possible means of achieving them, and working out the framework within which the scheme should operate. A second task was the assessment of how to meet the accountability needs of the authority without unnecessarily constraining or delaying decision making by the field workers. A third task in such a context was to develop a system of recording that played the classic role Downloaded from https://academic.oup.com/bjsw/article-abstract/10/1/1/1676673 by guest on 31 January 2020 described for it in social work literature: inter alia, the articulation of goals, and the monitoring of achievement.
The aims which were formulated for the scheme included the improvement of services to elderly clients by providing more flexible, individuallytailored services in conjunction with those currently available and the more effective utilisation of resources by either the postponement or reduction of the need for residential care. The mechanism adopted to achieve these aims was the provision of a decentralised budget to experienced social workers who would take responsibility for the co-ordination and development of care for the elderly people. In order that the workers would respond to this challenge both creatively and resourcefully they required the maximum freedom which was compatible with accountability in a statutory agency. This was achieved principally by the guidelines summarised in Table 1 . In particular three constraining factors were emphasised in the workers' use of the budget:
1. The clients accepted into the scheme must be those who would otherwise be eligible for admission to residential care, and to whom the option of continued residence in the community was desirable. 2. To ensure that the limited resources should not be too narrowly focussed upon relatively few clients, an arbitrary weekly limit on expenditure for all departmental services per client was set at twothirds of the marginal cost of a place in residential care. 3. In making decisions about the relative appropriateness of different means of helping their clients, the workers were able to use knowledge of the unit cost of existing departmental services as a decision making framework.
Alternative structures must find ways of handling ancillary problems: the avoidance of fraud, the definition of council and helper liabilities for insurance and tax. To cope with these, it was necessary to negotiate operating procedures with administrators. Some of these actors are organisationally distant from the scheme and indeed social welfare in general, and so have difficulty in understanding the context. Many are virtually independent of the delivery agency. (For instance, they may be administrators in treasurers' departments, personnel and solicitors' departments, each answerable to different chief officers in authorities whose departmental approaches are only loosely co-ordinated.)
The possession of the budget enabled the workers, apart from using existing services, to develop additional sources of help for clients by payment. A contract would be negotiated with a member or members of the local community-or for that matter with an agency, profit-making or otherwise-to provide certain services for a client at a given rate. These service-providers or agents could then be paid directly for the tasks under- taken at the rate specified in the contract; payment being for the task and not an hourly rate.
These principles and the relatively few constraints were designed to provide the social workers with the opportunity to undertake more resourceful practices in promoting more effective care for the elderly.
THE SCHEME IN PRACTICE
The Project began work in the field in May 1977 with an initial complement of two workers. In January 1978 this was increased to three. The team are working in a seaside town in East Kent which has a high proportion of retired elderly people. The Project team work alongside, and cover the same area geographically as an area social work team, organised on a generic basis, from whom cases of an appropriate degree of need are referred.
Naturally the establishment of a new scheme to provide relatively intensive care for a small proportion of one client group could not be an altogether smooth process. Unsurprisingly, gaining acceptance, credibility and defining the project's role with colleagues in the area was an important part of the historical development of the scheme and will be described in detail elsewhere. 9 The main focus of this paper is upon the relationship of the principles of the scheme to underlying policy issues, and the present state of our understanding about the methods of work and their outcome. However the early experience of the team with managing a budget demands further consideration.
Despite the decentralisation of the budget in terms of allocation, it did not prove possible to also decentralise its distribution. Hence a considerable amount of time has been consumed in continuing negotiations with the Central Office Treasurer's Department over the administration of contract payments. It would seem that in the long term organisational problems of this kind could perhaps be more effectively tackled by a decentralisation of the distribution of the budget to the area level, whilst still retaining the requirements of accountability.
It has so far been the case that the budgetary constraint of two-thirds of the marginal cost of residential care has only proved to be a strong constraint for a minority of clients. These cases have been those with a very high level of dependency and living in relatively inaccessible areas, which have tended to raise costs. Indeed it was the relatively lower than expected cost of care provision, combined with the very high workload in close monitoring of cases which led to the decision to use a part of the budget to increase the size of the team from two to three workers.
Following a client's referral to the Project assessment is made of both client need and the available resources in the local community which might, in conjunction with existing services, offer the possibility of meeting the client's needs to a sufficient extent to permit continued living at home. In addition, such assessment performs a 'screening' function ensuring that clients are those for whom residential care is a realistic option.
Clearly the principles of the scheme permitted the Project workers to undertake a wide range of activities in order to improve the quality of life of their elderly clients. However, it has usually been the case that, apart from the use of existing services, locally based helpers have been recruited to perform tasks for clients, usually for relatively small payments. This perhaps is a reflection of the characteristics of a retirement area where neighbours themselves are often elderly and unable to help. 10 The provision of help by local people has enabled the project workers to combine the provision of practical services with a degree of personal contact to reduce social isolation.
Helpers have been recruited in the main by advertisement in the local press; although as the scheme has developed a number have come forward by more informal means such as word of mouth or the extension of a relative's activities to other clients. Potential helpers are interviewed carefully by the Project workers and references are obtained prior to their introduction to clients. There is considerable variation in the kind of person offering help ranging from those with previous caring experiences, such as retired nurses, to young housewives with time to spare.
It has been an important principle adopted by the team to attempt to 'match' client and helper on the basis of such factors as shared interests, compatibility, skills and proximity. This is quite different from many neighbourhood care schemes where proximity appears to have been the predominant factor. The team have attempted to ensure that helping is both a practical activity and a mutually satisfying experience for client and helper, which raises clients' morale and reduces the possibility of 'giving up'. 11 The matching process appears to have been an important factor in the avoidance of breakdowns in client/helper relationships. It is notable that the helpers recruited represent a new source of care for the fragile elderly, drawing neither from potential home help recruits nor from existing voluntary agencies.
The payment which is provided for performing tasks varies according to both the nature and time of the task and the circumstances of the individual helper. The function of financial reward is seen primarily as having an enabling function, removing disincentives to helping rather than acting as an incentive in itself. Indeed, the interviewing of helpers tends to screen out those people for whom money is the predominant factor and the nature of the work itself secondary. The principle is that the helper's commitment is primarily to the helping activity and payment is a secondary factor albeit very necessary to a number of people. The helpers offer their services for a wide variety of reasons and for some of them monetary reward may constitute a form of recognition of the value of their contribution. A valuable additional function of payment has been the role it has played in sealing an agreement, making a commitment both explicit and regular, clarified by the contract the helper receives specifying the tasks to be performed for each client. There are clear advantages for the elderly person in the reliability and regularity of such arrangements.
It has not proved possible for the project social workers to take full advantage of the opportunities offered by the scheme in a project which is limited by time. Nevertheless, developments other than the straightforward use of local helpers have taken place. These include a helper receiving a client into her own home for short term care and clients spending the day in the homes of helpers.
The flexible method of working of the scheme has enabled the social workers to become effective 'case-coordinators' for their clients. The activities of local helpers have been carefully combined with the services already provided by the department, such as home helps and meals on wheels, to ensure that the person's needs are met throughout the day and at weekends. Two examples of the process of interweaving of help are given below:
Mrs A, a woman of 68, has been crippled with arthritis for a number of years. Following a fall when she broke her left leg, she is virtually immobile without help, being confined to her chair during the day. Her home is an inconvenient terraced cottage with outside toilet, steps up to the front door and different floor levels between front room and kitchen, which reduces the prospect for mobility. The package of care provided for her has rendered it possible for her to remain at home despite her high level of dependence:
Early morning-CCP helper gets her up, dresses her and gives her breakfast; different helper Saturday and Sunday. Morning-District nurse visits and assists with washing and dressing her leg.
Lunchtime-Home help provides meal and does other household jobs
Monday to Friday; CCP on Saturday and Sunday. During day-CCP helper provides tea, social visits and shopping as required on a flexible basis. During day-Mrs A has a network of friends and neighbours who visit and provide support at various times. Night-time-about 10 p.m., CCP helper assists Mrs A to bed.
Miss B, an elderly fragile woman of 91, living in a large Victorian house on her own, is seriously at risk from falling as she attempts to shuffle around the downstairs part of the house to which she is confined. The co-ordination of caring resources is the means by which the need for residential care of an elderly person can be reduced, by increasing the overall level of care available within the community, particularly at times when no other help is available, and by ensuring that the available sources of help are organised to best meet client need. 12 In dealing with such vulnerable clients a great deal of work is involved since a failure to provide help when required might have serious consequences for the old person, possibly making institutional care unavoidable.
The social work role with these most vulnerable elderly clients has certain similarities to that advocated by Morris, 13 where the workers become responsible for effectively managing the domiciliary care system. The flexibility afforded by the possession of the budget enables the workers to effectively undertake the activities stressed by Morris: 14 firstly, a close assessment of client need; secondly, choosing amongst alternative ways of providing care, anticipating what could go wrong and juggling resources in emergencies; thirdly, providing the necessary degree of psychological understanding that should suffuse such a care system; and fourthly, being judged successful because of the adequacy and stability of the care provided. The responsibility demanded by this kind of activity cannot be relegated to the level of routine procedures as has previously been the case, and furthermore is surely more satisfying to practitioners as a result of being stimulating, demanding and more effective for clients.
PRELIMINARY EVALUATION
The evaluation of the scheme is based upon a quasi-experimental design, whereby changes in the well-being of experimental and control group clients are carefully explored. The elderly clients are drawn from towns with similar sociodemographic characteristics, lying within the same division of the social services department, but served by different social service teams, community health workers and housing personnel. Both areas have a very high proportion of retired elderly clients, many of whom have retired to the seaside. Very importantly, all the clients have access to the same need-meeting systems such as residential care and hospital facilities. The clients were interviewed in detail by an independent social work assessor (DC) at the time when it was felt that they required residential care, which for the experimental group was the time of their referral to the scheme.
The full evaluation will examine the changes in the costs and benefits accruing to matched clients in the two areas, applying to the task the principles of cost-benefit analysis. The final data set will develop a detailed series of articulated accounts of the costs and benefits to each group of actors such as the client, the social services department and the National Health Service (Davies, 15 Challis 16 ). Thus the comparison will be between 'conventional provision' (that which would be made for the client had the scheme not been in existence) and the experimental provision, in areas with very similar patterns of service provision and need-generating characteristics. The principal research question is less 'what difference does this particular scheme make to clients as a group?" but rather 'to which clients in what kind of circumstances is this scheme most beneficial compared with existing provision?
1 Clearly the latter question can only be answered when data collection is complete and a sufficient number of clients have experienced the scheme for a year or more. 17 However, an examination of the former question can be made at this stage, in looking at the effects of the scheme upon clients as a group. The preliminary evaluation is based on a comparison of consecutive referrals of 35 clients to the experimental and control groups.
One key criterion of success is whether the experiment maintains clients in their own homes. Table 2 describes the eventual outcome of the first 35 clients in each group. As can be seen, whereas only four clients from the experimental group entered residential care, 12 from the control group required this form of treatment Furthermore, as can be seen, this difference was not due to a greater rate of hospitalisation in the experimental * The significance test applied to data in the section (a) of the paper is Fisher's exact. The test applied to the data in the second section is a one tail two-sample t test of difference between means. NS signifies the absence of a significant difference at the 5 per cent level. < 005 signifies a difference significant at the 5% level, and < 001 signifies one significant at the 1% level. 
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area since only two of these clients is under the care of the hospital service. At the end of the evaluation period of 12 months, 24 of the experimental clients remain in the community, whilst only 15 of the control do so.
These different rates of survival are particularly interesting in view of the characteristics of the elderly persons in the two groups. If the sample is divided into two groups, a very high disability group and an appreciable disability group, similar to the criteria used in the Glasgow study (Isaacs and Neville 18 ), then whereas 49% of the experimental group suffered high disability, only 37% of the control group fell into this category. This difference was also evident within the categories. For example, in the experimental high disability group six people were either bedridden or chair-bound, whereas this was true of only three of the control group.
The following paragraphs discuss the effects upon well-being and the costs of this additional community support, since if the scheme were to keep people in their own homes at high cost only, or did so at the expense of a reduction in their overall level of well-being, the evidence for its success would at best be ambiguous.
After a period of approximately 12 months the survivors within the community in each area were interviewed for a second time. The evidence relating to the client's improvement by nine criteria of well-being is shown for experimental and control groups in Table 3 . In this table the elderly clients are divided into two categories to describe their level of disability and the outcomes of tests of statistical significance.
Examining the changes in quality of life overall between the experimental and control groups, on variables 2, 3, 4, 5, 7, 8 and 9 in the experimental group there was improvement which reached the 0001 level of significance. No such improvements were noted in the control group. But the more relevant comparisons are those of the differences between the groups. Table  3 shows the results of the tests. For the high disability group, the differences are significant at the 5% level or lower for variables 2, 3, 7 and 8. For the group with appreciable disability, the differences are significant at at least the 5% level for six of the variables.
The first part of Table 3 indicates the proportions of clients benefitting. For some there is no improvement, but for others a great deal. The second part of the table takes this into account by providing average improvement scores and showing the results of tests of significance of the differences between the two groups. For those with appreciable disability, there was a significantly greater improvement among experimental clients by all criteria. Among those with high disability, the difference was significant on five variables.
The high disability ('critical interval') group of elderly clients are frequently the focus of a great deal of negotiation between local authorities and the National Health Service because they need substantial care resources of a kind that social services departments do not typically provide and at times during which the social services do not normally operate. The evidence suggests that members of the experimental group had a lower probability of entering an institution, and their level of well-being improved substantially more often than members of the control group. The improvement and continued residence in the community is perhaps all the more striking because a higher proportion of the experimental group of clients were among the most needy of persons in the 'critical interval' group.
The second group, the appreciable disability ('short-interval') group, are those who are more clearly on the margin of need for residential care by the criteria of the early 1970s, having considerable difficulty in coping with regular household tasks and requiring help not less than once a day. It is apparent again that a higher proportion of experimental clients than control clients have remained in their own homes; and it is evident that on the whole the improvements in the level of well-being of those elderly people surviving in the community have been greater in the experimental group.
What does the improved level of well-being mean to clients? Some of the comments clients have made provide some insight into this improvement, and also illustrate the ways in which the project helpers have combined the provision of companionship with practical tasks, often doing more than the tasks originally agreed. (a) A man aged 77 had rather reluctantly come to the decision to give up his home before the Project. His morale greatly increased and he began to take new interest in his home, installed gas fires and had it decorated. He said: 'The washing is done lovely and she brings me a beautiful dinner. She does my sewing for me and alters clothes.' (b) A recently widowed woman of 76 living some distance from her family said of her helper 'I'm able to talk to her about my worries and she tells me about her family and that relieves her a bit too. Even if she stopped doing it (the Project) she'd probably still come and see me-it's become a friendship . . . sometimes it's like having a daughter; she'll ring me in the evening to see if I'm all right, but sometimes I try to beat her to it.' (c) 'The family look after me ... They (CCP) arranged for my great-niece to come in every morning to help and she does the laundry too. It works very well', said a woman aged 77. (d) 'She took us both (her friend and herself) to her own place for tea ... it was really nice and she's going to do it again. Having her has been such a great help,' stated a woman of 84. (e) A lady of 92 living in sheltered housing said: 'I'm less lonely since they've been coming (CCP helpers)... they're so nice when they come, you really miss them when they go ... us old people are never satisfied'. The warden of the sheltered housing commented: 'We couldn't keep her here but for the Project. . . she needs help to prepare her meals and she is so forgetful', (f) A woman living on an isolated housing estate said: 'Before they (CCP) came, weekends were just like a rehearsal for death'.
It can be seen that in a number of cases the quality of the relationships which have been forged between client and helper are not dissimilar to those found in informal care relationships.
Clearly the scheme was beneficial to the clients by most of the criteria used, and by far more than would have occurred simply because they were able to continue living in their own homes. But although this mode of intervention represents a significant addition to the services available, does it allow these increased benefits to be obtained at similar or lower costs than by conventional provision? Only when we have analysed data for a much larger number of cases in greater detail will we be sure about relative costs for the experimental and control groups. The present data only refer to costs incurred by the social services department (SSD), although the final analysis will be concerned with a much broader cost framework. 23 It was found that for the most highly dependent clients, the high disability group, the average weekly cost to the SSD per client for service provision in the experimental group was substantially less (£15) 24 than for their counterparts receiving conventional provision (£19). The contract costs to helpers constituted only £4 of the outlay for the experimental group. For the appreciable disability group, unsurprisingly, costs were lower in both areas, although the experimental group cost less (£11) than the control group (£16). The contract costs to helpers were only £3 out of the £11. The cost differences between the two groups can be explained by the lower rate of admission to residential care of the experimental group.
At the present time it has not been possible to include in this cost data for either experimental or control group, the cost of social worker and occupational therapist visits, and the greater frequency of contact of the experimental group with the Project social workers is obviously an important element. In the final analysis it will be necessary to differentiate the costs of the Project team into those incurred by research, development and day to day running in order to present an accurate picture of the true cost of the scheme to a social services department. 25 However, it does appear that it would be most unlikely that with the inclusion of all labour costs, the relative cost advantage of the scheme would disappear.
Although the unit cost differences between the experimental and control areas appear small, the difference is an important one. Firstly, even a relatively small difference in unit costs per client per week can have a more substantial impact over a number of clients in a year or more. Secondly, the samples were unmatched, and there was a higher degree of disability in the experimental than the control group which makes it likely that the true cost advantage of the scheme is greater than the comparison of group averages suggests. Thirdly, the existing differential between residential and domiciliary care is likely to widen over time, due to increasing residential costs arising from higher dependency levels (Davies and Knapp   26   -27 ). Overall, it does appear that as a result of the experimental intervention there have been definite benefits to elderly people living in their own homes in terms of both a raising of their level of well-being and a reduction in the likelihood of admission to residential care. It had been our concern that positive changes in the overall level of client welfare might be produced only at greatly enlarged expense to the social services department in terms of both contract and manpower cost. However, this does not appear to have been the case. The labour inputs required are small in comparison with the reduction in the probability of admission to residential care. Whilst it is still early to make definitive judgments, the available evidence suggests positive benefits have accrued to the clients.
